Objective: We investigated whether patient-centered communication skills can be taught to residents in Internal Medicine by using a time-limited behaviorally oriented intervention. Method: Residents working at the Department of Internal Medicine were randomly assigned to an intervention group (IG; N = 19) or a control group (CG; N = 23). In addition to 6 hours of standard medical education per week, the IG received specific communication training of 22.5 hours duration within a 6-month period. Initially and 10 months later, participants performed interviews with simulated patients. Interviews were rated by blinded raters who used the Maastricht History and Advice Checklist-Revised. Results: Compared with the CG, the IG improved substantially in many specific communication skills. Both groups improved in the "amount of medical information identified" and in the ability to "communicate about feasibility of treatment." Conclusion: Patient-centered communication skills such as those presented in this intervention study can be taught. The ability to gain medical information and the readiness to communicate about aspects of medical treatment seem to improve with more professional experience; however, they also profit from the intervention.
INTRODUCTION
The attainment of a common reality between two individuals is of paramount importance in the communication between patient and physician; it is the basis for a psychosomatic, integrative way of thinking in medicine (1) . Many studies have shown that explanatory models for illness, therapeutic goals, or needs related to a single consultation differ between patient and physician; different standpoints are not the exception but the rule: On average, 50% of patients in ambulatory General Internal Medicine do not get what they want from a single consultation (2) (3) (4) . It seems that physicians have difficulties listening to their patients; they underestimate the functional disability of their patients (5), they underestimate the information needs of patients (6) , and they are more reluctant to initiate discussions about advance directives than the patients themselves (7) (8) (9) . Patients are of little help in correcting physicians' misconceptions inasmuch as most of them seem very satisfied when asked to evaluate their physicians by using patient satisfaction questionnaires (10) (11) (12) . Furthermore, physicians are unable to predict their patients' satisfaction with medical care (13) . Recently, analyses into the motives of patients who sue their doctors have shown that complaints about bad communication are as important as complaints about bad treatment (14) (15) (16) (17) (18) .
In some studies, concepts of improving communication in the physician-patient interaction (19) (20) (21) have been proposed. It has been suggested that physicians should attempt to identify their patients' perspective (19) , specific needs and feelings (22) , their beliefs about diagnostic tests (23) , therapeutic options (24) , and their health models (eg, Ref. 25) . Essentially, these studies propagate a shift in the physicianpatient relationship away from a mainly directive, physician-centered interaction style toward a nondirective, more patientcentered communication. This type of communication invites the patient to participate in decision-making and, in case of differences, includes the option to negotiate about the differences. So far, intervention programs have used quite different outcome measures: these include patient satisfaction scores (26, 27) , psychiatric knowledge (28) , self-assessed competence (29) , or linguistic discourse characteristics (30) .
Other research groups have shown that patients benefit from a communication style that includes their active participation. Patients who are more actively involved in their health care perceive less discomfort and greater alleviation of their symptoms; they show greater improvement in their general medical condition (31) (32) (33) . Also, their compliance is likely to improve (34) (35) (36) (37) (38) (39) . The more patients are involved in decisionmaking the less they consult other physicians for a second opinion (40) . Not only patients, but also physicians will benefit from communication techniques that enable patient and physician to discuss their different positions explicitly: Sharpe et al. (41) concluded from their study on "difficult patients" that problems arise when patients and physicians have different expectations concerning the amount of information exchanged, the nature of the disease, and treatment options. When asked to comment on critical events in their daily practice, ie, moments when a job-related task was either particularly well done or was associated with specific difficulties, General Practitioners (42), General Practitioner trainees (43) , and house officers in their first clinical year (44) all mentioned communication problems between patients and physicians. To facilitate a negotiation process between patients and physicians, we set out to determine whether a time-limited, behaviorally oriented intervention is likely to enhance a patient-oriented communication style. This study investigates, by way of a controlled randomized intervention, whether residents' abilities to use patient-centered communication techniques can be improved by a time-limited intervention. This question is investigated by directly monitoring physician-patient interactions before and after the intervention in interviews with standardized patients.
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tion group. After the initial seminar, one resident was lost to follow-up because he moved to another hospital. The control group received the standard medical training offered to all residents in our clinic (on the average, 6.5 hours per week), the intervention group received the standard training plus the specific intervention described in this study. Subsequently, the subjects performed two videotaped interviews with simulated patients, 3 weeks before the intervention started. Then the residents were randomized into the control or the intervention group. Ten months later all remaining subjects (N = 42) again performed two videotaped interviews with simulated patients. There was at least a 2-month interval between the last period of preceptor feedback and the second round of interviews. In both groups, professional characteristics and sociodemographic variables were assessed.
Description of the Intervention
Teaching Objectives. A list of teaching objectives and of specific related skills is provided in Table 1 . To offer a negotiation process or to invite patient participation in decision making, residents must help patients clarify their concerns. Necessary communication skills include techniques of active listening (eg, Ref. 45 ) and willingness to understand patients' expectations precisely. Negotiating is easier when the setting of the interview is clear. Therefore, residents are instructed to clarify time limits and to announce explicitly a change in the topic and the structure of the communication, eg, by announcing a shift from a patient-centered phase to a physician-centered part. Furthermore, residents are advised to offer a shared assessment of the consultation at the end of the interview. If patients are to share responsibility for their care, they need information. Thus, residents should deliberately provide as much information as is appropriate for them and for their patients. To elicit relevant information in the medical and psychosocial domain, residents were encouraged also to use patient-centered communication techniques. The intervention was performed by four trainers who received written instructions explaining intervention goals and counseling techniques, for example, on how to give feedback (46) . Two of them were internists (W.A.L., A.K.), one was a clinical psychologist (B.W.), and one was a psychiatrist (P.E.).
Intervention Elements. The intervention consists of three elements: a 1.5-day seminar (14 hours), six progress assessment meetings (6 X 45 minutes), using GAS (47) , and six one-to-one feedback sessions during routine clinical work (6 X 20 minutes extra time).
Seminar. To increase awareness of possible short-comings in physician-patient communication, the initial 1.5-day workshop starts with plenary meetings presenting the current knowledge in doctorpatient relationships.
Individual communication skills deficits and strengths are illustrated by the demonstration of instructive segments of participants' interviews with simulated patients in small group sessions (five participants/trainer). After outlining intervention goals for certain segments of the interview (eg, the use of summarizing for the initial phase; see Table 1 ), the trainer hands out written transcripts of the video segments just shown. These are then used as the basis for role-plays, allowing each participant first to reexperience his or her behavior from the video clip as the patient or as the doctor, and then to replay the same sequence displaying alternative communication techniques.
A quarter of small group working time is devoted to the formulation of individual behavior goals. Each participant receives a booklet containing forms of Goal Attainment Scales that must be filled in with the current status of a distinct communication skill, the definite behavioral goal, and the first step toward the achievement of the definite behavioral goal.
Progress Assessment Meetings. In the next 6 to 8 months after the initial seminar, these behavioral goals are checked six times in small group sessions. By using the GAS protocols, participants assess the extent that they realized behavioral goals and the difficulties that occurred in the meantime. If possible, new behavioral goals are defined, or existent behavioral goals are refined to increase the likelihood of their realization.
One-to-One Preceptor Feedback. The third element of the intervention consists of six sessions of one-to-one feedback during routine clinical work of residents in the intervention group. This intervention typically lasted for about 1.5 hours of being with the resident either during their ward-rounds or during interviews with outpatients, followed by a 20-minute session during which the observed behavior was fed back to the resident. One-to-one preceptor feedback was given by the two internists and the clinical psychologist, because the psychiatric colleague was not available for this part of the intervention.
Evaluation. Central to the evaluation was the comparison of preto postintervention interviews with SP. Four actors were trained to present a common medical problem plus a psychosocial problem that was important either for the patient's health-seeking behavior (eg, reluctance to be referred to the hospital), for low compliance, or the hopes and expectations of the SP from the encounter. Residents were informed that they would see standardized patients with the following instruction: "You may use up to 20 minutes consultation time to establish a first differential diagnosis and to plan the next steps in treatment and diagnosis of a new patient who has just arrived at the outpatient department. A physical examination will not be videotaped."
Interview Rating. Three third-year medical students received a 1-day training course in the use of the MAAS-R (48), to rate the interviews. Basically, MAAS-R contains two types of scores: global scores ranging from 0 (does not occur), 1 (bad performance) to 5 (very good performance), that rate either specific behaviors or the quality of, eg, data-gathering, and checklists where the occurrence of a certain behavior or the mention of specific information is marked (see Table 2 ). Because medical and psychosocial information varies Provide a mark whenever the information is mentioned during the interview between scripts, checklists were constructed for each interview separately, and contained script-specific items (see Table 2 for an example). The last three questions on the evaluation form ask for global statements concerning the entire consultation. Raters were blind as to the group assignment of residents (control vs. intervention group) and to the time of the interview (pre-vs. postintervention interview). Patient Satisfaction. To obtain some information from the patient's perspective, SP were asked to complete the German version of the 14-item PSQ issued by the American Board of Internal Medicine and used in various studies (eg, Refs. 9, 10, 49). The PSQ also contains two dichotomous (yes/no) variables, asking "Would you recommend this doctor to a close friend or a relative?" and "Did you like this doctor?". The internal consistency of the German version is satisfactory (Crohnbach's a = 0.71) (12) . The Patient Satisfaction Questionnaires were completed immediately after the interview by the SPs. Standardized patients did not know whether a resident belonged to the control or to the intervention group.
Data Reduction and Statistical Analyses
Interview Performance. To assess interview performance, first the mean score of all three raters per interview was calculated, second the mean of the scores from two pre-and two postintervention interviews was calculated. Finally, a sum score of all medical information obtained during an interview was calculated from the specific content variables. Furthermore, as suggested by the authors of MAAS-R (48), global scores on interview behavior were combined to yield a general factor "communication skills." To assess differences in scores between groups from the MAAS-R protocol at one time of assessment, the Mann-Whitney ranked sum test was used. To assess differences between pre-and postintervention consultations within the control and within the intervention group, Wilcoxon's signed rank tests were computed.
Between-group differences in sociodemographic data and professional characteristics were assessed by independent t tests or x 2 tests for interval and nominal data, respectively. The dichotomous variables of the PSQ were analyzed by computing the odds ratio for the proportion of "yes/no" answers before and after the intervention (50) . To analyze the relationship between professional characteristics, communication skills, the amount of medical or psychosocial information, and patient satisfaction, Spearman's rank correlations were computed.
According to the recommendations of Grant (51), the reliability of the MAAS-R rating form was assessed by calculating mean interrater agreement as mean percent agreement between three rater pairs. Interrater agreement was assumed if the difference between two raters did not exceed ± 1 score.
Mean interrater agreement was 88.5% (raters 1 and 2, 86.1%; raters 1 and 3, 89.6%; raters 2 and 3, 90%), with 18 of 27 items above 90%, three items 80 to 90%, four items 70 and 80% and two items 60 and 70%.
To increase the comparability among script-specific scores, these items were normalized to a scale ranging from 0 to 10. All statistical analyses were run on SPSS-Windows Programs (52). For data after the communication skills training, two-tailed significance will be reported. Table 3 lists the sociodemographic characteristics of study participants, divided into control and intervention groups. They represent a typical sample of Swiss residents in Internal Medicine at a major hospital. Statistical analysis revealed no significant differences between groups. 
RESULTS

Sociodemographic Characteristics
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Communication Skills
The presentation of the results from the videotaped consultations follows the list of teaching objectives (Tables 4 to 7 ). In addition, results from global ratings concerning the entire interview are given in a separate table (Table 8) .
Concerning the teaching objective "help the patient clarify his or her concerns," Table 4 shows that pre-and postintervention results in the control group (columns 2 and 3) do not differ substantially, whereas the intervention group improves in most items (columns 5 and 6). This is also reflected in the Tables 6 and 7 : there is a substantial improvement in most items relating to the teaching objectives "invite patient participation in decision-making" (see Table 6 ) and "offer a negotiation process" (see Table 7 ) in the intervention group, whereas the control group does not improve substantially.
Most script-specific items relating to the teaching objective "find relevant information" (see Table 5 ) demonstrate parallel improvements in the control and intervention groups; the same holds for items concerning communication about treatment options and future prospects (see Table 6 ). Concerning the sum score of medical facts, both the control group and the intervention group obtain more medical information at the second series of interviews. However, the improvement in the intervention group is more pronounced, yielding a significantly higher score than the control group after the intervention. Concerning the sum score of psychosocial facts obtained, there is no intervention effect in either group: scores remain basically unchanged.
Global items relating to the entire consultation mainly corroborate the more specific data from Tables 4 to 7 (see  Table 8 ): raters thought that residents structured the consultation better, used a more patient-centered communication style, and were more willing to involve patients in decisionmaking after the intervention.
Patient Satisfaction A major short-coming of PSQ results in general is their skewed distribution (10) (11) (12) . However, compared with real patients (mean PSQ score: 60.1 ± 7.1 points) (12), scores of simulated patients are distributed slightly more evenly, adding to their methodological reliability. Overall, simulated patients are satisfied with the interviews: before the intervention mean PSQ scores are 51.7 ± 7.5 for the control group and 56.4 ± 6.7 for the intervention group (maximum possible score: 70 points); after the intervention, the respective scores are 54.1 ± 6.3 and 60.5 ± 8.6. There is no significant Time by Group interaction in single items of the 14-item questionnaire or in the total score. However, there is a significant increase in the proportion of positive answers to the dichotomous question: "Would you recommend this doctor to a close friend or a relative?" The proportion of SP answering "yes" increased from 23 of 38 interviews to 31 of 38 interviews in the intervention group, and remained stable with 21 of 46 interviews before and 24 of 46 interviews after the intervention in the control group. Whereas the 95% confidence intervals for the odds ratio of "yes" and "no" answers includes 1 before the intervention, confidence intervals are 1.36 to 13.0 for the observed odds ratio of 4.06 after the intervention.
Communication Skills, Patient Satisfaction, Amount of Information Identified, and Professional Characteristics The general indicator "communication skills" is correlated with the amount of medical and psychosocial information elicited during the interview: r = .47 (p = .002) and r -.45 (p = .003), respectively. Of the global items covering the entire consultation "consultation structure" is related to the identification of medical information (r = .52; p < .001). The patient satisfaction score is related to the general factor "communication skills" (r = .68; p < .001) as well as to all three global items rating the entire consultation: "consultation structure" (r = .65; p < .001); "patient-centered communication style" (r = .68; p < .001); and "involvement of patients in decision-making" (r = .69; p < .001). Of specific communication skills, "clarify consultation reasons" was the skill demonstrating the highest correlation with patient satisfaction (r = .71; p < .001). None of the professional characteristics, such as years of clinical experience, was correlated with the sum score of medical facts, the sum score of psychosocial facts, with patient satisfaction, or with the general indicator "communication skills."
There are, however, some positive correlations: years of clinical experience is related to "information concerning previous treatment" (r = .38; p = .012), "conveying prognostic information" (r = .33; p = .035), and "communicating about the feasibility of treatment" (r = .27; p = .09). Wilcoxon's p Value" NS /? = .0ll p = .07 p < . 0 0 l "To compare within-groups differences between pre-and postintervention values, the Wilcoxon's signed rank test was computed (see columns 4 and 7). b To compare between-groups differences at one time of assessment, the Mann-Whitney (/-test was performed. Bold numbers indicate significant differences: p values appear after the bold numbers in column 6. Range of scores, 0 to 5. 002 NS " To compare within-groups differences between pre-and postintervention values, the Wilcoxon's signed rank test was computed (see columns 4 and 7). h To compare between-groups differences at one time of assessment, the Mann-Whitney (/-test was performed. Bold numbers indicate significant differences; p values appear after the bold numbers in column 5 and 6. Range of normalized scores, 0 to 10. "To compare within-groups differences between pre-and postintervention values, the Wilcoxon's signed rank test was computed (see columns 4 and 7). " To compare between-groups differences at one time of assessment, the Mann-Whitney (/-test was performed. Bold numbers indicate significant differences; p values appear after the bold numbers in column 6. Range of normalized scores, 0 to 10. "To compare within-groups differences between pre-and postintervention values, the Wilcoxon's signed rank test was computed (see columns 4 and 7). " To compare between-groups differences at one time of assessment, the Mann-Whitney (/-test was performed. Bold numbers indicate significant differences; p values appear after the bold numbers in column 6. Range of scores, 0 to 5.
DISCUSSION
Outcome of the Intervention
Our study shows that the training program yields substantial improvements in communication skills. Some items such as those listed in Table 7 ("offer a negotiation process") reveal no improvement in the control group and a significant improvement in the intervention group. Changes in these items may be attributed exclusively to the intervention. Other items such as those relating to communication about future treatment (Table 6 ) display two significant changes: first, both groups improve over time; and second, the intervention group scores significantly better than the control group after the intervention. These results point to an interaction of two factors: some skills improve with time and with the acquisition of specific skills. A third category of results shows no advantage for the intervention group compared with the control group after the intervention, but significant improvements over time in both groups; this relates namely to the teaching objective, "find relevant information" (see Table 5 ). With regard to the presumed time-effect, one may assume that clinical experience per se does improve some communication skills, specifically those related to the identification of medical information and those related to the communication of treatment options. This interpretation is supported by the observed " To compare within-groups differences between pre-and postintervention values, the Wilcoxon's signed rank test was computed (see columns 4 and 7). b To compare betwcen-groups differences at one time of assessment, the Mann-Whitney (/-test was performed. Bold numbers indicate significant differences; p values appear after the bold numbers in column 6. Range of scores, 0 to 5.
positive correlations between years of clinical experience and some of the items listed in Tables 5 and 6 . However, the correlational analyses also reveal that specific communication skills additionally improve the ability of residents to identify relevant medical and psychosocial information. The comparison of our results with those of similar studies shows that behavior change either was not documented or occurred to a lesser extent than in the present investigation: Roter et al. (53) showed that after a 1-month rotation period devoted to interviewing skills and the psychosocial domain in medical practice, interns in the intervention group used less leading questions and more open questions in an interview with a simulated patient than interns in the control group. A more recent publication by Smith et al. (29) describes a study that randomly assigned 26 residents either to a control or an intervention group. Besides an increase in knowledge, residents in the intervention group showed more self-reported confidence in using psychosocial skills; an attempt to monitor a change in observed behavior, however, was not documented. Another recent study with an intensity of training similar to ours has yielded mixed results. Levinson and Roter (30) describe the effects of a 2.5-day communication skills program on interview content and behavior: the number of open questions asked by physicians increased significantly; however, physicians spent relatively more time talking after the intervention, which was contrary to the authors' expectations.
Effectiveness of the Intervention
On the basis of spontaneous comments of residents during the seminar and during one-to-one preceptor feedback, we believe that the following points must be considered in explaining the effectiveness of our intervention:
1. By seeing segments of their own interviews, participants are immediately personally involved during the initial seminar. They do not discuss "communication in general" but are reminded of their observations concerning, for example, 45 seconds of the interview with Dr. B., who repeatedly does not "take up" the patient's concern. 2. Once the deficit had been defined, participants try alternative behaviors, replaying the consultation sequence just seen and trying to "take up" emotions in the example given above. 3. Trying alternative behavior often elicits uncomfortable feelings in the physician and in participants who watch their colleagues during role-play. We believe that being in the patients' position is a crucial experience for participants and the only means to comprehend certain communication techniques.
4. Participants varied according to their communication skills. Therefore, it seemed important to have each resident define one or two personally relevant behavior goals for a 4-to 6-week period after the initial workshop and then again between GAS meetings. One physician, for example, chose a basic behavior such as "summarizing" and decided to practice it at least twice within the initial 3 minutes of the consultation; another resident, who already allowed the patient to clarify her concerns, chose the behavioral goal "announce a shift from the patient-centered to the physician-centered phase of the interview." 5. The transfer from seminar behavior into clinical practice is a difficult task. Accompanying residents in their attempts to use alternative behavior during clinical routine seemed to encourage them; it helped to enlarge and redefine behavioral goals when appropriate. In dealing with "difficult" patient-physician interactions, the intervention goal of initiating a negotiation process between patient and physician had an immediate face value for most residents: it was evident that most "difficult" patients had expectations and hopes different from those of residents or the ward team. Applying the negotiation approach by explicitly clarifying treatment goals and by discussing treatment options was usually helpful in settling difficult physician-patient interactions.
Identification of Medical and Psychosocial Facts
Compared with some specific communication skills, the intervention was not especially successful in increasing the amount of medical information identified during the interview; regarding psychosocial facts, no improvement could be demonstrated. As mentioned above, the increase in the amount of medical facts identified in both groups may be due to an increase in professional knowledge achieved during almost 1 year of regular training in Internal Medicine. Another interpretation relates to the simulated patients: We are not sure whether the diseases presented during the second round of interviews (coronary artery disease, peptic ulcer, diabetes, and asthma) were more familiar to residents than those presented during the preintervention interviews (irritable colon, rheumatoid arthritis, possible recent HIV infection, and upper gastrointestinal bleeding).
Also, one must keep in mind that the percentage of 55 to 69% of medical information identified by residents in the present study compares favorably with figures from a study by Roter and Hall (54) : Experienced primary care practitioners
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(mean age, 47 years) identified on average 55% of medical facts during interviews with simulated patients performed as part of an CME evaluation. Therefore, the lack of a more pronounced improvement in this regard could possibly also be attributed to a ceiling effect.
The same may hold for the lack of improvement in the identification of psychosocial facts: Given the detailed psychosocial history of the simulated patients' scripts containing, for example, data on parents' psychological characteristics, on the relationship with siblings, and facts on the patients' educational and professional development, we were surprised to find that between 39 and 48% of psychosocial information was identified before the intervention; this may be due to residents' assumptions that patients presented by the Division of Psychosomatic Medicine would be prone to have important psychosocial findings, thus increasing the attention given to the psychosocial part of their interview.
Comparing the small but significant increase in the identification of medical facts with the lack of an improvement in psychosocial facts, one should also consider that residents within the setting of a traditional training in Internal Medicine are under powerful developmental forces favoring their skills to elicit medical facts and to devote less time and attention to the psychosocial domain. If our approach is to be replicated in other settings, we would suggest the following changes in the intervention: Instead of using simulated patients with acute problems only, who report for the first time to an outpatient clinic, half of the patients should present with a chronic problem for which they have been hospitalized several times in the last few months or which led them to see the physician in the outpatient clinic several times before. If residents were provided with a complete list of previous findings before the interview with these patients, they might be more inclined to pay attention to psychosocial factors leading to repetitive admissions of chronic patients.
Study Design
Another question is whether the effectiveness of our intervention is due to some bias. Two error sources seem relevant in the discussion of our data: selection bias and local factors specific to the setting of our clinic.
First, when some kind of self-referral is possible or when participants are not properly randomized, interventions such as the one described in this study run the risk of "preaching to the converted." Both faults were avoided in the present investigation: We were able to include almost all residents at our clinic and randomization occurred after the initial consultation with simulated patients. Many other studies are characterized by a lack of randomization: In addition to the study by Levinson and Roter (30) and a recent publication by Smith et al. (29) , Smith et al. (55) in 1994 could find only one study that assessed the effect of an intervention in a randomized fashion (53) . Second, the fact that 44 of 47 eligible residents participated in the study without exactly knowing what would happen during the intervention or into which group they would be randomized, points either to a high acceptance of our service within the Department of Internal Medicine in general or perhaps even to the good reputation of the teachers. Thus, as long as our approach has not been replicated in other institutions, we cannot definitely answer the question whether the efficacy of the program is due to the content, the teaching methods of the program itself, or to the close relationship of our group with the Department of Internal Medicine.
Cost of the Intervention A likely advantage of our teaching program was that compared with most other studies and to the ones listed by Smith et al. (55) , our intervention demands much less time from the residents with 22.5 hours extra time during a 6-month period compared with 120 and 900 hours in other studies. However, for trainers the intervention was more time-consuming, reaching a total of 140 hours for the training of five residents.
Deficits of the Evaluation A major limitation of the present study and of all other intervention studies in this field is the lack of patient-derived outcome variables other than patient satisfaction data and directly observed physician behavior interacting with real or simulated patients. Within the setting of our hospital, we were unable to investigate whether better communication skills result in better health outcomes. The residents in our hospital have brief rotation periods and are assigned to a single ward, so that the reactions of patients treated by physicians from the intervention group could not be compared with those in the control group. As mentioned in the introduction, however, there is some data showing that a more patient-centered communication is related to better health outcome (31) (32) (33) (34) (35) (36) (37) (38) (39) . One could, furthermore, argue that the quality of diagnosis and treatment depends on the quality of information gathered during an interview. Then the significant correlation between the amount of medical and psychosocial facts identified and communication skills would suggest that a successful communication training program is related to a better health care outcome.
We did not investigate whether the intervention will have long-lasting effects on communication skills. This long-term effect is possible, however, because a comparably limited intervention in students was shown to have an impact on communication skills in young doctors, 5 years later (56, 57) .
